H ospital psychiatry is a neglected field of study, hence there are large gaps in the evidence base for patient care in hospital settings. The current special issue of Australasian Psychiatry addresses some of these gaps with key studies on emergency psychiatry, and hospital services. The findings have policy implications for Australian governments.
The first point to recognise is that hospital psychiatry is an expanding field (Allison et al., this issue). In population-adjusted terms, mental health presentations to public hospital emergency departments (EDs) have increased by 46% since 2007/08, according to the Australian Institute of Health and Welfare. 1 Each year, there are over a quarter of a million psychiatric presentations to the EDs, and psychiatric admissions have reached unprecedented levels in both public and private hospitals.
The increase in patient demand for hospital services was largely unexpected. Over the past decade, Australian governments invested in a wide range of non-hospital programmes: community mental health teams, early intervention, primary mental health care, clinical psychology and pharmaceuticals, with the expectation that community initiatives would reduce hospital demand; however, the reverse occurred. Community initiatives did not reduce ED presentations, lower suicide rates or improve patients' longer-term symptomatic and functional outcomes.
Australian governments have been slow to respond, partly because they were receiving contrary policy advice. For example, the National Mental Health Commission (NMHC) advised the federal government to cut Australia's acute psychiatric bed stock by 10%, and re-invest the savings in community initiatives. This advice did not take into account the steep rise in ED demand, and the impact of illicit substances, notably crystal methamphetamine, on ED environments and bed requirements (Unadkat at al., this issue).
While hospital psychiatry remained a substantial sector, it should have been even larger. During 2015/16, Australian governments spent AUS $2.4 billion on public hospital psychiatry and AUS $500 million on private hospital psychiatry, nearly AUS $3 billion in total; compared with AUS $2 billion on community services, AUS $1.2 billion on Medicare-funded mental health services and AUS $500 million on subsidised prescriptions. But Australia still had low psychiatric bed numbers by international standards, and gave psychiatry a lessor share of total hospital inpatient expenditure than other Organisation for Economic Cooperation and Development countries (Rosenberg and Hickie; this issue).
As a consequence, patients with mental health presentations spent far longer in EDs than patients with nonmental health presentations, and experienced ED access block more frequently (taking longer than eight hours from ED arrival to admission). In 2016/17, Australian Institute of Health and Welfare data revealed that the 90 th percentile for ED length of stay (LOS) was 7 hours for all ED presentations, but 11.5 hours for patients with mental health presentations. It was fairly common for patients with severe mental illness to wait more than 24 hours in an ED, which was potentially dangerous for their clinical care.
Southern Tasmania provides a clear example of the poor patient outcomes attributable to the NMHCrecommended policy of cutting acute psychiatric beds. 2 Against the advice of hospital staff, the Tasmanian Government cut acute psychiatric beds at the Royal Hobart Hospital from 42 to 32, which markedly increased ED LOS. Subsequently, Tasmania's suicide rate rose, and the state coroner found that a patient's death was due to poor access to inpatient care.
How should Australian governments respond to the ED crisis? Firstly, our political leaders should validate the crucial role of hospital care for patients when they are most acutely unwell. This change in rhetoric will be difficult, as hospital admissions are often viewed as 'failures', rather than opportunities for optimal clinical care, as for any medical speciality. Secondly, governments need to encourage clinical services research in hospital psychiatry. The studies in this special edition of Australasian Psychiatry highlight productive areas for further research. Thirdly, hospital psychiatry should be funded according to the rising patient demand on EDs and inpatient units. Patients should not have to wait over 24-hours for a bed.
In responding to the hospital funding crisis, however, we must remember that the EDs are the 'canary in the coalmine' that reflect broader problems with a chronically underfunded system of care. Solutions need to be comprehensive and aligned with the recovery paradigm. Further research is required on the important roles of peer workers with the lived experience, working alongside clinicians and aiding patients across all components of their illness journey, including EDs and inpatient units. We need to investigate alternatives to the EDs, including models such as the 'Safe Haven Café', which have great promise, but need ongoing funding. For highly behaviourally disturbed patients, expressly those with various toxidromes, safe short-term units located within the EDs can reduce the risk of violence towards staff and other patients, and allow management and discharge without inpatient service use. And there seems little doubt that psychiatric beds numbers need to be increased if patents cannot be admitted in a timely way.
Step-up and step-down facilities are important in their own right, but are not a substitute for acute bed.
Rather than taking such immediate action, however, Australian governments are promising yet more mental health inquiries. It will be tempting for these inquiries to continue the rhetoric that 'upstream' interventions can reduce 'downstream' hospital demand, despite the experience of the past decade. Instead, these new inquiries should specifically analyse whether public hospitals are adequately funded to meet current patient demand. The evidence from clinician, patient and carer experiences in EDs around the country suggests that they are not. Australia-wide ED access block is a dire situation that requires an evidence-based and data-informed approach rather than a response based on ideology and political influence.
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